A 50-year-old male presented with acute dyspnea. Computed tomography (CT) was checked for health checkup 1 week prior and demonstrated an about 7 × 3 cm sized mass in the right atrium (RA) incidentally ([Fig. 1A](#F1){ref-type="fig"}), without abnormalities in both pulmonary arteries and the right ventricle (RV) ([Fig. 1B](#F1){ref-type="fig"}).

Portable echocardiography revealed RV dilatation with free wall hypokinesia, and an about 6 × 3 cm sized highly mobile, villo-papillary mass in RA with to and fro motion through the tricuspid valve ([Fig. 2A](#F2){ref-type="fig"} and [Supplementary Video 1](#S1){ref-type="supplementary-material"}). Sudden loss of consciousness and pulseless electrical activity were developed, and echocardiography revealed non-visualization of RA masses with total RV akinesia ([Fig. 2B](#F2){ref-type="fig"} and [Supplementary Video 2](#S2){ref-type="supplementary-material"}). Cardiopulmonary resuscitation and simultaneously extracorporeal membrane oxygenation (ECMO) support were performed. Follow-up chest CT revealed disappearance of the previously noted RA mass and no contrast enhancement of pulmonary arterial trees ([Fig. 1C](#F1){ref-type="fig"}).

Emergent surgery revealed a small residual mass in the RA interatrial septum. Pulmonary arterial trees were totally occluded by fragile and mucoid masses which were removed by using forceps and suction ([Fig. 3A](#F3){ref-type="fig"}). Postoperative CT revealed complete visualization of both pulmonary arteries ([Fig. 1D](#F1){ref-type="fig"}). The masses were myxomas on histopathology ([Fig. 3B](#F3){ref-type="fig"}). ECMO was successfully removed on the 5th hospital day.

To the best of our knowledge, this is the first case demonstrating sudden cardiac death due to total occlusion of whole pulmonary arterial trees by the embolization of huge RA myxomas during echocardiography. The present case gives several important messages. First, life-threatening complications may develop suddenly by embolization of myxomas, even in asymptomatic subjects ([@B1][@B2]). Second, prompt surgical removal should be considered in patients with high risk morphologic features of embolization ([@B3]). Third, ECMO can be a useful bridge therapy for cardiogenic shock by the embolization of myxomas before performing definitive surgical therapy ([@B4][@B5]).
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Supplementary Materials
=======================

###### Supplementary Video 1

Portable echocardiography revealed marked dilatation of the RV with free wall hypokinesia and about 6 × 3 cm sized villo-papillary mass with irregular surface in the RA extending into the RV.

###### Supplementary Video 2

Echocardiography at the time of pulseless electrical activity revealed no visualization of the previously noted right atrial mass.

![Chest CT: a large, irregular, hypoattenuated mass in the RA (**A**), no abnormalities in pulmonary arteries (**B**). After cardiopulmonary resuscitation: no contrast enhancement of pulmonary arterial trees (**C**). Post-operative chest CT: complete visualization of pulmonary arteries (**D**).\
CT = computed tomography, RA = right atrium.](jkms-32-1565-g001){#F1}

![Portable echocardiography: marked dilatation of the RV with free wall hypokinesia and a villo-papillary mass with irregular surface in the RA (**A**). Echocardiography at the time of pulseless electrical activity: no visualization of the mass (**B**).\
RV = right ventricle, RA = right atrium.](jkms-32-1565-g002){#F2}

![Gross findings of the surgically removed masses from the pulmonary arterial trees (**A**). Histopathological examination confirmed the mass as myxomas (**B**).](jkms-32-1565-g003){#F3}
